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Health is multifaceted and hard to define. Because of the ineffable nature of the concept, health too often is 
identified with the provision of Wester medicine. Even when people attempt to take into account public health 
factors, they leave out other important determinants of health. Before we try to deliver (if that is the appropriate verb) 
health care, it is important to clarify the meaning of health. Where health care is inappropriate or ineffective, we 
need to challenge the assumed meanings of health. Many developing countries provide just such situations. 

In developing countries, health care has to include more than medical care for many reasons. Medicine is ill- 
equipped to handle overwhelming poverty, malnutrition, environmental problems and social inequities. It is often 
physically inaccessible and may be culturally inaccessible even if more doctors and hospitals were willing to serve 
people. While I will discuss some aspects of health in India, much of my discussion is relevant to many 
developing countries. 

I will focus especially on the health of —- in India. They are the most deprived group overall and 
within any caste and class, the least educated, and the least likely to contact health services, in one of the few places 
in the world with a population ratio of more men than women. As Noshir Antia, in the Foundation for Research 
in Community Health newsletter (Jan.-Feb. 1987), said in relation to the "Health for All" slogan of the World 
Health Organization: 

Health, which is chiefly a problem of women and children, can only be achieved by improving the status of 
women. The low female literacy rate, the low status of our women, the excessive burden they bear in repeated child- 
birth and in supporting the family,- they get the lowest calories in the family while expending the most amount- and 


the indignities to which they are subjected, virtually ensure that Health for All will remain a pipe dream of the 
planners and politicians. 


We can learn from their situation, as the relationships between their health and other aspects of their lives, 
society, economy, culture, politics, etc., are heightened versions of these relationships for many other people in 
many other places. The failure of development to make their lives better, for instance, provides an impetus for us to 
question the meaning of development. The use of Indian women for experimentation on contraceptives, the ideology 
of population control, which, instead of meaning reproductive rights, has taken away women's control over fertility, 
and the use of amniocentesis to selectively abort female foetuses are only a few of the examples of issues that 
sharply contrast with the terms of the health and women's health debate in the West. They point out underlying 
differences in the definition of the value of life. 

Many health projects undertaken by foreign aid, missionary, or other organizations in developing countries 
have operated under assumptions that "we" (Western or developed countries) could fix "their" problems or that they 
should follow our lead. Along with the dependence that some critics say these attitudes and actions foster, there is 
another issue to consider. Conditions in the West are not necessarily ideal for developing countries, or even for the 
West itself. The U.S, as a case in point, has some of the same problems of underserved populations, albeit on a 


different scale, as India. Rather than offering the U.S. model of medicine, or even public health, as a cure for tndia' 


2 


ed in India. I'll discuss some of the 


, k 
7 to loy some of the solutions that have wor. eae 
problems, the U.S. may be able to employ the U.S., such as health initiatives 


solutions from developing countries that are proposed or currently being used in 


on the level of the community, and a greater emphasis on primary care. 


fi 3 mi , 
n and health care. Even after 
ple have called an 


Part of Britain's colonial legacy to India is its model of medical educatio 
Independence, however, the Indian government has continued to promote what many peo 
inappropriate model of health care. The government funds training of doctors who don't go to villages, but practice 
in cities or abroad. As in the U.S., very few doctors train in Preventive and Social Medicine, which, of all the 
specialties, has the most relevance to improving health in India. Cities have a surplus of doctors, many of whom are 
unemployed, yet villages rarely have doctors. While 70% of the people live in villages, 70% of the doctors practice 
in cities. As Aurora says, “although the medical services have now spread deeper into the rural areas, basic 
imbalances in the distribution of medical services continue, almost in concordance with the existing power 
imbalance in society.”! 

India's medical system has also been criticized for imitating the American unequal allocation of care 
(although people cannot be turned away from public hospitals due to lack of insurance, as happens here). Many of 
the hospitals don't offer the level of care they want to imitate, not only because they lack resources, but also because 
of unsanitary conditions. Even worse, India's imitation of the West's hospitals do not reach the villages, where most 
people live. 

India is considered one of the more advanced of the developing countries because Indian , and not foreign, 
drug companies produce most of the medicines used. However, (and predictably) they produce drugs based on 
considerations of profit rather than need. Other "less developed” countries such as Bangladesh and China have 


constructed lists of the drugs most needed, to guide their purchases of pharmaceuticals, but India, despite efforts by 


many to develop what they term a rational drug policy, has failed to do so. It is telling that the agency that regulates 


the production of medicine is the Ministry of Petroleum and Chemicals, not the Ministry of Health, and is concerned 


with the economic development of the industry, rather than the responsible production of drugs to meet health needs. 


The irrational drug policy exposes the question of who development serves. 
Though hospitals, doctors and drugs have a tremendous social and economic power, they are not the only 
means of providing health services. There have been attempts to integrate some in 


7 digenous systems of medicine, 
notably, Ayurvedic, with Westem medicine. 


1G.S. Aurora. "Medical Scientists in India: Institutional Framework" in 
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emphasized non- and para- medical workers. However, there is little data on the actual expenditures, so conflicting 
images of health in India can be held. 


However, while people acknowledge the importance of Ayurvedic doctors and herbalists, few seem to 
adequately understand non-Western systems of medicine. Some of the people who become Ayurvedic doctors do so 
because they failed to gain entrance to other medical schools, and both they and other educated people see traditional 
systems as second-best. Regardless of whether the social scientists, policy-makers,Western-trained physicians , or 
even Ayurvedic doctors themselves understand or trust indigenous medicines, villagers continue to rely on indigenous 
doctors. As Carl Taylor has said, , many "practitioners of indigenous medicine” are really "indigenous practitioners 
of medicine", which means that they dispense Western medicine though not formally trained to do so. Furthermore, 
Ayurvedic medicine has become commercialized along the line of Western medicine. 

The Indian government has developed an infrastructure for delivering primary care, with trained village 
health workers, primary health centres, subcentres, and maternal and child health (MCH) clinics. However, the health 
centers are often inconveniently located, unstaffed and/or inefficient, medicines are unavailable, and the health 
workers constrained by government family planning and other targets. Further, despite the success of voluntary 
health organizations in training and employing women health workers in community health projects , the 
government trained mostly men as health workers. These men are not effective in promoting maternal and child 
health, which is very important in a country that still has high maternal mortality, high infant mortality (higher for 
girls due to neglect), widespread malnutrition, (worse for girls due to discrimination in the household), and lower 
access of women to medical care. Females eat last and least, even when they need more nutritious food as in 
pregnancy and do not go to health clinics or hospitals because they are not seen as important. Their lives, (the lives 
of those who will give birth to the next generation), are more expendable. They need outreach efforts the most. 
Yet,the only group of health workers who are predominantly female, auxiliary nurse-midwives, are sexually harassed, 
and pressured to meet family planning targets to such an extent that some have been driven to suicide ( Amar Jesani, 
FRCH, May-Sept. 1989). 


ily Plannin m men's Hi 

In rural India, the government's family planning program, rather than population growth itself, has been 
detrimental to health and health services, especially for women. With encouragement and monetary aid from the 
United States, India became the first country to adopt a population control policy in 1952. After the compulsory 
male sterilizations during the 1970's Emergency declared by then prime minister Indira Gandhi, women have been the 
main targets of programs. India has a family planning program that has been criticized as coercive, unethical and 
ineffective. The target approach of the Indian government does not change the factors that keep a woman powerless 
and pregnant, and disempowers her in other ways, trying to force her to accept sterilization or dangerous drugs. 

Recently, the government renamed the Family Planning component of the Ministry of Health and Family 
Planning as "Family Welfare", and the change purportedly reflects the incorporation of maternal and child health 


(MCH) within the services of the ministry. However, because the family planning targets persist, workers place a 
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uately informed by family planning workers 


i jority on them and neglect MCH. Women are often inadeq 
higher priority on gl m foreign sources for research such as WHO, 


and are sometimes bribed to accept sterilization. Further, funding fro | ie: in 
(which is supposed to promote health for all) USAID, and the Rockefeller and Ford Foundations, proc 
if linked with family planning compared to other areas.~ In these ways, 


relegated health care to a secondary, lower priority. ad —— 
Family planning methods have caused direct health damage to women, too. Sterilization opera 


been botched. Though injectable contraceptives such as Depo Provera are banned in many countries, they a used in 
India, and the foreign funding has stimulated much-protested research on a new injectable called "Net-In".- Though 
abortion, "medical termination of pregnancy” is legal in India, most women do not go to government clinics because 
doctors are often absent and clinics are too far. Instead, they go to private "doctors" with dubious qualifications, who 
charge heavy fees for unsanitary and dangerous abortion procedures. Despite abortions and the government's family 
planning efforts, the population continues to grow in many areas of India. ) 

In the states of Uttar Pradesh, Rajasthan, and Bihar, in which there is high population growth, women's 
status is very low, as measured by indicators such as the low female-male ratio, low age of marriage, dowry (and 
dowry deaths), female infanticide, female foeticide through amniocentesis (even among the poor) and female 


the emphasis on family planning has 


illiteracy. Girls are an economic liability and a wife's value depends on her production of boys. She must keep 
having babies until her husband and in-laws are satisfied with the number of boys she produces. The family planning 
program not only ignores these factors, but exploits the cultural bias against women. This is exemplified by a 
policy called NRR-1, Net Reproduction Rate Unity. 

As Manishe Gupte says, (FRCH, May-June 1987): 


The official acceptance of NRR-1 by the government is especially sinister because in lay person’s terms, it 
spells that only one daughter should replace her mother. Between the lines therefore, female foeticide through sex 
determination (amniocentesis, chorionic villi biopsy) or through sex pre-selection (Ericsson, Japanese method) is 
inbuilt within the government’s population control policy. 


Doctors participate in the population control policy in chilling ways. Amniocentesis, used for prenatal 
diagnosis of genetic disorders in other countries, is used for sex-selective abortion of female foetuses in India. Of 
8000 abortions in Bombay in one year, 7999 were female. India already has a population ratio with less females than 


males. One of the excuses that doctors give for performing sex-selective amniocentesis and other techniques to 
determine sex is to control the the population. 


ee 
2same as 1. 


There is now concern about the way that the new contraceptive " 
. : ti N " é : a 
a (or anti-women) contraceptive delivery systems. Wom iste: tion ee agian th Nein ey 
Newsletter, spring, 1991. In fact, according to Raymond in "W " 
experimenters tried Norplant on Bravilian neq mata vi omen As Wombs", Ms., May/June 1991, 


en and the results were so deleterj ini ; 
cooperation with a government Study committee, succeeded j i ye ec cenious that feminists , in 
: in cancelling the trials for a ti "Yet. 
when Norplant was approved by the FDA last year for use in the United States, the ket ght ba all 
; n 
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Why is population growth in India, or elsewhere, seen as such a problem? People frame the issues of 


population growth and health as in competition with each other-that there is such a population growth problem that 


we can't continue to improve health and save lives if these people continue to have children at the same alarming 
rate. This ignores the evidence that people have many children, at least in some places, and in part, because of high 
infant mortality which results from poor health of the mother and poor health services at the time of delivery. It 
also assumes that population control can be achieved “directly”, without improving health, education, female status, 
and other factors, which has been shown to be false in India. 

Population growth has also been framed as the reason for poverty and ill health. This is an ideology, based 
on the ideas of the English economist Malthus, that is widespread not only in India, but among international 
agencies dealing with health, economic development and environmental issues. Others see the population control 
ideology as an attempt to divert attention away from the power relations that are the real cause of poverty and ill 
health. 

Ramesh Awasthi ( FRCH, Jan.-Feb. 1987) points out that there is no overpopulation problem if India is 
divided into independent states, like Europe. The total population of each state would be less than that of the U.K. 
or France. India’s population to land ratio is more favorable than many richer countries, and less favorable than many 
poorer countries. 4Most importantly, even if the poor started having fewer children, they would not necessarily gain 
access to good education, better health care and adequate housing. The problem is in the distribution of societal 
resources. The poor could get more only if they use the power of their numbers to obtain distributive justice. This, 
critics of the population control ideology contend, may be what international and national policy makers are afraid 
of. Their critique indicts the U.S., as a supporter of the family planning program, private funding organizations, and 
the World Health Organization. 

In my view, while population growth can't be blamed for poverty or ill health, it is a problem. Women do 
not have control over their fertility. India still has a high maternal mortality rate so women's lives are endangered by 
pregnancies to some extent. As one extreme, there is family and social pressure to keep having children, at the risk 
of their health. If her husband and inlaws want more boys, especially, a woman may be compelled to keep having 
children. As the other extreme, there is also government compulsion for her to get sterilized or accept unsafe 
contraceptive methods. Also,if the problems of poverty and ill health can be traced to distributive injustice, 
population growth will only worsen the conditions of the poor, who will still get a "small piece of the pie” for their 
growing numbers. In the absence or presence of widespread socio-economic reform that would revolutionize the 
distribution of resources, something should be done to improve health and women's control over fertility, which 
would lead to decreased population growth. As I will discuss later, some non-governmental community health 
programs, and one state in particular, have succeeded in reducing population growth as a by-product of 


improvements in health, education and women's status. 


Man ily degrade the environment if the people 
4 le also argue that high population growth does not necessarily ( 
who ae iaie saeey ation do not consume a lot of resources. They argue that degradation of the environment is 


the result of the gluttony of a few. 


The Target Approach vs, Integrated Development 

The target approach is particularly prominent in the area of family planning, 
Indian health services. The metaphor of the target is particularly value laden and problematic. So far, 
using the term target in the sense of trying to cover a certain number of people in a specific health ain me 
broader sense, it also has to do with taking medical aim to eradicate specific diseases, in specific populations, in 
isolation to other health problems. When aim is taken with a medical or immunological "magic bullet", the 
underlying metaphor for the target approach, that of war, is even more apparent. More subtly, the World Health 
Organization, despite its inclusive definition of health, has promoted centrally controlled programs aimed at one 
particular disease of set of diseases. The reason for this, claim Jesani and Ravi Duggal (FRCH, Jan.-Feb. 1988), is 
that now that overt attempts at population control have failed, international agencies are trying to control 
population via reduced infant mortality, through target oriented programs such as the expanded program of 


but also is dominant overall in 
I have been 


immunization. 

The target approach diverts resources away from the type of integrated development that improves people's 
health more significantly over the long-term. Some of the components of an integrated mode of development, as 
shown historically in other countries, ultimately improve health more than any medicines or vaccinations. As 
Antia(FRCH, Jan.-Feb. 1988) says: 

The root cause of communicable diseases lies in poverty and the associated malnutrition, lack of proper 
water supply, sanitation, and unhygienic housing, and environment. ..most diseases like tuberculosis, diphtheria and 


measles had started declining in Europe even before the cause of the diseases were discovered and had practically 
disappeared by the time vaccines and drugs were available. 


As another example, malaria was eradicated in Europe and the American south by improved sanitation and 
the drainage of breeding grounds. In India, however, after USAID and other agencies initially funded a malaria 
eradication program, they subsequently gave up and withdrew funds. In these countries, DDT was sprayed. DDT- 
resistant mosquito strains evolved, other wildlife died, and both malaria and long term deleterious environmental 


consequences persist. Drugs continue to be given that control malaria only as long as the mosquito population 


takes to develop the next drug-resistant mutation. This Situation points up the question of why countries can muster 


the resources to wage war against people, or force sterilizations, and in a similar mindset, wage war on mosquitoes 
but not to change the conditions that promote ill health and population growth. 


ee 


5 The WHO definition of health is: not ] i 
being. * not merely the absence of disease, but a state of physical, mental and social well- 


From a talk by an Infectious Disease Fellow . Sumi 
Fa em » Sumit Majumder, at SUNY HSC, Syracuse, April 22, 1992 on 


Social vi 

Not only certain foreign and governmental interventions, but deep-seated traditions that devalue certain 
people in their societies, constitute barriers to improvements in health. Some examples of the environmental 
factors that particularly influence women's health illustrate the relationship between health, social structure and 
environmental problems. Malnutrition and the gendered division of labor exacerbate the impact of environmental 
degradation for women. 

Dewaki Jain( 1979) estimates that 14-16 hours of an Indian woman's day is spent in working. Srilatha 
Batliwala(1982) says that the respective energy contribution of men, women and children are 31%, 56% and 16% 
respectively. She also shows that the their relative calorie intakes are 3720, 2410 and 1640 calecinalday respectively. 
Women work harder and eat less. There is a deficit of nearly 100 calories/day for the woman, felt even more acutely 
during pregnancy and lactation when an additonal 500-600 calories are required. Further, women spend more time on 
survival related activities that create a high demand on their energy because of environmental inaccessibility and 
distance, and the lack of development of technology that would save them work. / 

In addition to their household and childcare responsibilities, women in many parts of India collect wood, 
fetch water, and work in agricultural fields to sustain their families. Because of deforestation, in one area of northern 
India, women have to work eight hours a day just to collect fuelwood to cook with. This has consequences not only 
for their own, but also their family's health, as it leaves them less fuel to cook with, and time in which to cook. 
Further, most village women cook with woodstoves, already smoky to the extent that women experience respiratory 
illness at a level comparable to heavy smokers and greater than that of a traffic policeman in a major city 8 With 
deforestation, they have less choices of tree species to cook with. For the very reason that deforestation affected their 
lives most drastically, women in Uttar Pradesh protested and succeeded in achieving a ban on logging ina 
movement called Chipko, which means"hug the trees".? 

The Chipko movement, and other examples of community action more directly related to health indicate 
the direction in which improvements in health lie. The experience of many communities and non-governmental 
organizations shows that the community and especially women must participate actively in any program of health, 
economic or social development. They do not benefit from and cannot accept a program merely delivered to them. 
The idea of a decentralized health care system with roots in the community, in which the role of professonals is to 


teach, encourage self-help, and provide a few services that the community can't provide for itself, is not new. The 


7] haven't quoted directly, but followed closely the sequence of ideas of Mona Daswani and Gabriel A.A. Britto, in 
their setizte "Warne vm Health: A Critical Review of Available Information in India" (FRCH, March, 1984). I've 
followed their sequence of ideas, because of their clarity, but many sources expressed the same ideas. 
retained their references: ; > 
Sitiwais Srilatha (1982) Rural Energy Scarcity and Nutrition, A New Perspective; Economic and Political Weekly, 
. XVII, No. 9, Feb., 27. ' vl. : 
ae be? (1979)Women's Quest For Power: Five Indian Cases, Vikas Publishing House, New Delhi. 
8From "Woodsmoke-who will put it out”, in Health For the Millions, Voluntary Health Association of India ,Feb.- 
ay ; Th 
Apr. 1987, excerpted from The State of India’s Environment: The Second Citizens’ Report, Q 
9Many sources that I drew on to write my Bachelor's paper on health, social, ecological, economic and political 
aspects of health in the Himalayan hills of Uttar Pradesh discuss the situation there. 
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iculated such a model. 
Bhore Committee report, a document written at the time of Indian Independence (1947), articul 


i ongovernmental 
While the national government has not implemented the idea well, one state and many nong 


organizations have. 


India has some very successful projects initiated by non-governmental organizations, such as the fpmokhed 
project!9, in the state of Maharashtra, which on the level of a village or group of villages, have trained women 
health workers and developed programs. In concert with the local people, they have improved health and reduced ' 
population growth. These programs build on the women's traditional knowledge, and extend it in areas such as, in 
Jamkhed, the reading of growth charts to monitor the health of children. 

However, some of these non-governmental organizations did not actively network with others, and so their 
lessons were lost. A second generation of organizations, such as the Foundation for Research in Community Health, 
Voluntary Health Association of India, and Community Health Cell, was born to facilitate better study and 
networking. They have explored some of the difficult issues surrounding community participation, such as 
community financing, and they've also put pressure on people in government health services. 

Kerala is an example of an Indian state in which health in general, as well as women's health, has improved 
and population growth is low. However, studies have shown that this is not due to the government's family 
planning program, or to development in classical economic sense, but rather to many other facets of what Nag has 
termed "social development”. Extensive education programs have increased female literacy, and increased access to 
health services. !1 Keralites demand that their health centers are staffed and use health services. Kerala is one of two 
States in India controlled by the Communist Party of India( CPI), and though political awareness may have 
stimulated education and health programs, CPI control alone does not automatically give these results. The CPI is 
also in power in West Bengal but health, as indicated by a less favorable crude death rate, infant mortality rate, life 
expectancy at birth and probablility of death in specified age ranges, is not as good. !2Kerala also has a history of 
family traditions, including matrilocality among some groups, which is different from most of non-tribal India, has 
integrated Ayurvedic/Allopathic (Western) medicine, a fuel plantation for every village and is the only state in the 
country in which villagers have easy access to fuelwood. 13 


10Arole, Maybelle. "A comprehensive saad 
, ele. AC approach to community welfare: th i 
Jamkhed.” Indian J Pediatr (Suppl) 1988; 55: $100-S105. ot, eka ee 


!lPanakar and Somar, The H f Kerala: The P x nomic B 

ae an "The Impact of social and Economic Development on Mortality: a Comparative Study of 
and West Bengal" in Dimensions of Social Life, and several 1989 arti i “Ww . 

published by the World Health Organization. en ee 


'3From Christopher McIntosh, " Maneka Gandhi: India's First 
Sept. 1991, published by United Nations Development Program 
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Kerala is important because it shows how health can be improved starting from a community base. As Edwin!4, 
a member of a community health development organization in Kerala writes, however, communities do not just 
exist, they need to be built. Community has permanacy, a shared vision, is small but linked with similar 
comunities. Members are committed to one another, feel with one another, celebrate together, heal each other not 
only through explicitly therapeutic programs, but also through affirming each other thorugh relationships. 
Liberating communities promote participation. Members seek solutions to problems ae Health workers could 
promote community building, but too often they are not prepared to do so. 

Even ideal communities can't do everything themselves, or they already would have. Non-governmental 
organizations do not represent people as the government is charged to do. Kerala deserves study regarding the 
exceptional interaction between the state government, non-governmental organizations, and local communities. 

A national policy should support the concept of community based decision making. As Taylor!5 says, though, 
“Officials tend to take pattems evolved in flexible local programs and make them rigid and locally irrelevant by 
taking decision making away from communities. Paperwork becomes so massive that the community cannot cope." 
Sull, improvements are possible. China is an oft-cited example of a rural, populous country that has, in contrast to 
India, improved health for its people. International health organizations and foreign aid efforts, as well as the central 
Indian government, if they are really interested in improving health, should promote such efforts instead of directing 


resources to areas such that conditions do not improve but their positions of power are retained. 
Currently, as Antia says, (FRCH, May-June 1990): 


The nation’s health, both of the rich as well as of the poor is now threatened as in other capitalist countries like the 
USA by the burgeoning health industry with its insatiable appetite based on self-created demand and consequent 
rising costs without concomitant benefit. The effect of this on the poor masses in a country with limited resources is 
far worse. 


Here, Antia underscores the way that the U.S., other capitalist countries, and India, are paying for a kind of 
health care that does not improve health proportionately. People in the U.S. have noticed the similarity as well, and 
some feel that there are lessons we can learn from developing countries. As Taylor notes (MMJ, 1989), U.S 
physicians have generally paid little attention to the health care innovations in other countries, but "Community 
Oriented Primary Care demonstrations in the US are betginning to show how innovative concepts from around the 
world can help evolve a distinctly American health system adapted to the particular needs of each community." He 
describes a 1980 Johns Hopkins University study that showed that morbidity, mortality and health indices of 
Washington County, Maryland and a rural county outside Shanghai were the same, yet average per capita cost for 
total health care was over $1400/ year in Washington county and $15/ year in Shanghai county. Community 
oriented primary care mimics clinical care, but on the scale of a defined population, which improves health at low 


14E, Edwin, MJ. "Basic Health Communities. A report from Kerala." Health Action, August 1989, Vol. 2, no. 8. 
15Taylor CE. "Community Involvement.” In Ed. Reinke W. Health Planning for Effective Management, New York: 
Oxford. 1988: 172-186. 
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ones care and prevention. Clinics 
cost with a high level of community participation. Health providers emphasize primary 


are controlled by community boards, with minimal outside support. | i diiactees aa 
There are other ideas of how to incorporate primary care and community participation 


addition to COPC. Susan Swider and other nurses from the University of Illinois at Chicago!® — a eee 
s in developing countries, in 

health advocate training program, modelled after community health worker program 

i address the health problems of their 
which women from poor communities are trained and then work with nurses to 
particular community via health education and prevention. A major difference between the health advocacy program 
and the community health worker program in other countries, is that the former puts health advocates underneath a 
massive medical and social services system. If the advocates can help people to negotiate this system, and the = 
itself workétts, than the program may be beneficial. Otherwise, health workers are constrained. Health workers in 
other countries seem to be trained to do more direct health care, prescribing of medicine,etc. It would be a challenge 

to the professional sphere of U.S. physicians to train health advocates here in such a manner. 

| There is an element of what should be done that is hard to promote. Slogans, such as community 
participation and empowerment of women, are current in many development programs. Values, however, that 
should guide these slogans, are lacking, and thus programs are perverted to suit the status quo. The values I refer to 
are the basis for society to exist and continue. They are derived from a recognition of the interdependence between all 
people and other life in our world: values such as justice and the importance of life!7 leading toward optimal 
quality of life for all. 

Many people have argued that these values are not included in the dominant model of economic 
development, which exploits people and the environment. Health is tied into economics in many ways. One of the 
slogans of the WHO is "Health Our Common Wealth". This is problematic for people who may still be able to 
work though suffering from illness, women and children, whose labor is not paid, or the aged, who have already 
contributed their work to society. The definition of health as valuable only in how it enables people to contribute to 
the economic growth of the country must then define illnesses that nevertheless allow people to go to work as 


health. However, it leaves out people whose work doesn't fit into the definition of economic growth. People do not 

have a right to health, and they may or may not earn the money to buy 
\ 

consumed. As Sethi says, (FRCH Jan. 


health, which itself is treated as a good to be 
-Feb. 1989) Health care today is treated like a market commodity to be 
measured in vital statistics. It lacks a moral and ethical dimension, where Primary Health Centres spreading out 
across the country like post offices, are believed to distribute in 


neat package, as though from a huge newly stocked 
inventory * health’ Jf 


nn a a, 
16Based on phone interviews and articles including Swider, et al, Community Health Advocacy, Primary Heall 
Care Nurse-Advocate Teams in Urban Communities June 1989, 
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Without certain values, technology can also be abused to suit an abusive social system, (e.g. amniocentesis 
to kill female foetuses). While it is obvious how sex-selective abortions and forced sterilizations devalue women, it 
may not be as obvious how surrogate motherhood, or reproductive technologies such as in vitro fertilization 


devalue women both in developed countries and women in poorer countries. Raymond (Ms. 1991) writes: 


...any technique that might produce 
that most rep uctive technology is experimental and destructive to women's bodies, that 90 to 95% of the women 


..-More and more, the ‘old’ sexual roles within which women have been confined converge with the ‘new’ 


reproductive roles women are offered. The act of men buying women for sex bears a striking resemblance to men 
buying women's reproductive services in surrogacy. 


Further, while women in India and other countries have been experimented on and used as dumping grounds for 


discredited drugs, many of them contraceptives, women from Third world countries are also used for reproductive 
material. As Raymond says: 


Surrogate brokers have frankly admitted that they will turn to Third World women for their stables of contract 
breeders. There, brokers maintain, the going rate will be cheaper and the labor supply more submissive. John 
Stehura, president of the Bionetics Foundation, talked about his plans for a surrogate business in Mexico that would 
‘supply’ U.S. clients: ' You could devastate them [Mexican women] with money and things. 


With particular relevance to India in light of my previous discussion on population control, she further describes the 
regulation unhampered research in many countries in the developing world that offer sex predetermination. Her 
comparison of the encouragement of reproduction in certain contexts vs. the suppression elsewhere, however, is 


most compelling: 


The ideology of infertility is based on a double standard. If infertilty is genuinely the concern of reproductive 
medicine, why is it not doing something to stop the greatest cause of infertility in the world- mass sterilization of 
women in developing countries?... Those who advocate technological reproduction, claiming sympathy for the 
infertile offer a shortsighted solution that fails to extend the same sympathy to the thousands of Third World women 
who are rendered infertile by mass sterilizations and contraceptives. It neutralizes the violation of women inherent in 
these technologies, while appearing to be sensitive to women. And it promotes medical profiteering, professional 
ambition, and clinical adventurism over the bodies of women. Such sympathy serves mainly to strengthen a society 
in which women, reproduction, and medicine are continuously created in the image of man and medicine. 


Better intentioned attempts at encouraging community participation to improve women's health in 
developing countries can also be tinged with compliance with an exploitative system. C.P. MacCormack says, 
"Women are an especially important target for community participation, since they have traditionally had primary 


responsibility for child health and the maintenance of domestic hygiene.” 18 While women are important in 


18\facCormack, C.P. "Community Participation in primary health care”. 


OAT, 


UNIT 7 
\. 
= © nd *7 
: Boe é e R4 > 


12 


i i their unreasonably 
community participation, they are not targets. They should not have to continue carrying on 


demanding work burdens. As Amla Rao! says: 
the health of a baby, but why is it that fathers 


are they not taught to prepare an ORT solution 
ther Ue what about the constraints she has in 


ible for 
It is easy for planners to make a mother feel respons! 
are not involved in health promotion programmes? Why for instance 
which demands time and patience? It is easy enough to educate the mo 
implementing it? 


Simply saying that women are the focus of the health program does not insure that women will benefit. 


The assumptions that guide that program may not help women at all. Women do need to be encouraged into power, 
and men also need to be encouraged into the spheres that they avoid. 
As Shiveshwarker 20says, 


The burden of housekeeping, childcare and keeping the family together has for too long been on the women in this 
country. The time has come to involve men and evolve a tradition of shared responsibilities. 


In the meantime, there are ways to involve women without making them targets. The health organization 
in Jamkhed, out of concern for imposing more work on the rural women, asked mothers if they wanted to continue 
monitoring their children's growth. The women chose to continue, as it gave them a way to assess the health of 
their community. 

Many people have called for a new model of development that takes into account not only market 
economics, but also sustenance and sustainability of life.2! Kerala is an example of how social development can 
improve health. Such a model of development would abolish certain kinds of debates about developed and 
developing countries, as all would need to develop new approaches. It would incorporate a broad definition of health 
and help to redefine health. One cannot define health or the factors that promote health once and for all. Meanings 
change with context, and different solutions need to be evolved for different problems. However, the values that 


guide us should be resistant to the vicissitudes of changing context. Only if we are really guided by the value of life 
do we have a chance to achieve health for all. 
a 
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